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Chapter 1: Introduction 
 
Problem area 
 “We must seek our own solutions to improve our situation. Our ability to make our own decisions was taken 
away from us; we must now take it back. We must take back our ways of healing. Although healing wasn’t 
part of our vocabulary, we had means of ensuring we lead healthy lives. Men and women had roles, there 
were certain ages those teachings were taught. We had ways of resolving issues.” (Inungni Sapujjijiit, cited 
in Cameron, 2011:10). 
 
Social inequalities persist even in the wealthy societies - between and within the countries. However, the 
causes and mechanisms underlying the inequality are continuously debated and contested. On 
epistemological level, recent research demonstrates that health inequalities are closely intertwined with 
economic and social inequalities. The WHO’s Commission on Social Determinants of Health published a 
report, in which it illustrates how the conditions in which people live and work directly affect the quality of 
their health and emphasizes that “social injustice is killing people on a grand scale” (CSDH, 2008). 
 
The United Nations Declaration of the Rights of Indigenous Peoples identifies various areas in which 
governments could work to improve the situation of indigenous peoples, including improving economic and 
social conditions, the right to attain the highest levels of health, and the right to protect their 
environments. While 143 nations voted in favor, Canada was one of four nations (Australia, Canada, New 
Zealand, US) to vote against its adoption (Mikkonen & Raphael, 2010:42). The United Nations Human 
Development Index, based on life expectancy, education and economic well-being, was used to analyze 
indigenous well-being from comparative perspective. Indigenous peoples of Canada rank 33 among 
nations, while Canada itself ranks 8. The Senate Subcommittee on Population Health stated that ‘’it is 
unacceptable for a privileged country like Canada to continue to tolerate such disparities in health’’ (cited 
in Reading, 2009:3). 
 
This project examines the relationship between social and health inequalities in Inuit context in Nunavut, 
Canada. Health of Inuit communities have changed significantly in the last several decades. There is an 
undeniably wide divergence in health outcomes between indigenous and non-indigenous Canadians, 
despite the efforts to improve the socio-economic conditions among indigenous populations. Inuit 
population experiences greater health risk in most of the areas, and score lower than the Canadian 
population in almost all commonly used indicators of health. Inuit have for instance much lower life 
expectancies than non-Inuit Canadians (64-65 years compared to 79.5), comparatively high rates of infant 
mortality, substance addictions, infectious diseases and , as well as the highest suicide rates of any group in 
Canada (ITK, 2014:7, Reading, 2009). 
  
As Waldram (2006:293) argues ‘increasingly health care is seen as a part of the broader political process of 
self-determination’. Historical perspective is necessary to gain deeper understanding of obstacles, barriers 
and potentials of Inuit health, as well as to discuss health approach that suits unique Inuit context, 
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experiences and coping strategies. The health of indigenous peoples in Canada is associated with the legacy 
of colonialism, and various societal issues have colonial roots. Therefore, the analysis in this project and 
discussions in terms of what can be done to tackle the significant health gap, are framed within this 
context. Inuit health is embedded in distinct historical and social context shaped by unequal power 
relations of colonial past. Therefore, the colonial process and trajectory of social change are examined in 
relations to social health determinants specifically relevant for Inuit health. In the last 50 years, living 
conditions of Inuit have undergone the most rapid change of any population in Canada. Inuit communities 
are in the challenging process of social transition, and health research is important to ameliorate the 
adverse health effects of this transition (Bjerregaard & Young, 1998; NTI, 2008). 
The extensive scholarly literature and research demonstrates that adult health is significantly influenced by 
the early life conditions and socio-economic childhood circumstances, as childhood disadvantages 
compromise health in later life stages. Furthermore, the historical, social, economic, political and cultural 
processes operating through life course determine to large degree social position and economic 
circumstances, which in turn impact hugely Inuit health status and their vulnerability (Reading, 2009; 
Graham & Power, 2004; Marmot, 2013). The social determinants and life course approach broadens and 
deepens the analysis of health outcomes and patterns. The primary focus is directed to Inuit early life 
health and distress among youth, as these aspects have been identified by Inuit as major health concerns. 
This project examines health inequality and what it means for Inuit to have meaningful control over the 
health care. This is linked to broader political context of health and self-determination. 
 
Inuit health is embedded within distinct historical and social context shaped by unequal power relations of 
colonial past. Therefore, additional challenge addressed in this project is related to the concern to what 
extent the conceptual frameworks and approaches developed from Western perspective can be 
successfully applied to Inuit context, as they are based on Eurocentric knowledge and informed by Western 
cultural norms and values.  
 
Research question:  
 
What constitutes an appropriate strategy for addressing social inequalities in health and poor health 
outcomes among Inuit, and how does it relates to self-determination?  
 
Working questions: 
 
1. What was the trajectory of sociocultural change in Nunavut and what significant events can be 
identified in relation to the current social and health inequalities among Inuit population?  
 
2. What health patterns can be identified in relation to the rapid societal changes and inappropriate 
social policy? Particularly what adverse health effect are experienced in early life stages and by 
youth? 
 
3. What are the implications for the policy?  
 
The Theory, Scope and Structure of the Report 
The main aim of the project is to examine the socially determined and patterned inequalities in Inuit health, 
and their implications for social policy. The following section contains reflections related to choices made in 
terms of methodological considerations, methods, empirical data, epistemological and ontological position, 
as well implications of these choices for the research process.  
Chapter 2 presents the theoretical and conceptual framework applied in the report that emphasizes the 
way social structures and unequal power relations can determine distinctive health trajectories; and the 
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way the social determinants (particularly early in life) can affect the development of inequalities in health 
over the life course. The theoretical section is followed by analytical chapters that apply the outlined 
framework. 
To address first working question, Chapter 3 outlines the historical analysis of contemporary health issues. 
The historical institutionalism approach is applied to examine social structures, sociocultural processes and 
patterns over time, and the way particular colonial history shapes contemporary social and health 
outcomes. Method of process tracing is utilized, which seeks to unfold the trajectory of social change and 
identify significant events that influence Inuit health and determined inadequate policy approach. This 
approach guides the analysis of this chapter focusing on the legacy of colonialism and social change that 
occurs in the Inuit population. 
The subsequent chapter 4 examines the Inuit health status in the context of the rapid sociocultural 
transition predominantly through content and discourse analysis. The focus is specifically directed to: early 
life stages and distress among Inuit youth manifested in unsettlingly high rate of suicides. The social 
determinants of health and life course approach, as well as Freire’s perspective provide the theoretical 
framework for the analysis of the chapter.  
Chapter 5 contains the discussion of empirical findings in terms of their implications for the policy and 
health-related initiatives directed at improving health status among Inuit population. Subsequently 
followed by concluding chapter that summarizes and evaluates the arguments and research findings. 
The Method of the Project 
This section contains reflections related to the epistemological and ontological position, methodological 
approach, choice of methods and selection of data. The epistemological and ontological orientation have 
implication for the chosen methods and research process, as they influence the way we view problem area, 
formulate research questions, as well as select and engage with the empirical data.  
 
Methodological, Epistemological and Ontological Position 
The project investigates how Inuit construct the meaning of health, and how health has been historically 
approached in relation to Inuit health perceptions. It is discussed how theoretical frameworks and Inuit 
perspectives can be used to guide a more adequate health strategy in Nunavut. The paper has interpretivist 
and constructivist orientation. Interpretivism can be depicted as an anti-positivist epistemological approach 
that aims for emphatic, interpretative understanding and subjective meaning of social behavior rather than 
its explanations (Bryman, 2012:28-31). The report examines how Inuit assign subjective meanings related 
to health, in order to interpret health development in Nunavut from Inuit perspective.  
Constructionism is an ontological position that asserts that social realities, categories and their meanings 
are produced through social interactions and in a constant process of change. Therefore, health should be 
perceived not as static but rather dynamic, time- and context-specific, and constructed through everyday 
discourses and practices. Social groups construct knowledge within their group and collaboratively create 
shared values and meanings through practical, linguistic and discursive phenomena in society (Bryman, 
2012:33). Health is socially constructed and it influences the way people feel about themselves, as well as 
shapes their actions and experiences. The project investigates Inuit health experiences and their meanings 
embedded in Inuit worldview, culture and history.  
Furthermore, this approach emphasizes that we are implicated in the research findings, it is our 
interpretation of Inuit health experiences, and thus also a construction. The way we engage with research 
problem and data is determined by our experiential background, as well as theoretical and methodological 
inclinations.  
 
Methods 
The project is a case study with a main aim to gain in-depth understanding of health inequality in Inuit 
context. Some quantitative data and indicators are used to illustrate the gravity of health inequality in 
Canada. However, the project adopts qualitative approach, as it is more appropriate given the nature, the 
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scope and complexity of the problem here investigated. In order to achieve comprehensive understanding, 
the problem cannot be analyzed primarily through quantitative methods, as it is imperative to investigate 
social structures, processes and mechanisms, which requires focus on lived experiences, subjective 
meanings of social phenomena, contextual understandings, narratives and discourses (Bryman, 2012:408). 
The analysis draw particular attention to Inuit-produced data, Inuit representations and conceptualization 
of the health inequality. Particular focus is given to the historical and cultural circumstances and the data 
and policies are analyzed within this context. 
Therefore, the analytical strategy chosen in this project to unfold the story of social inequalities of Inuit 
health in Canada, would be best described as abductive reasoning, as the project attempts to ground the 
theoretical understanding of the Inuit context in Inuit perspectives and contextual meanings, which form 
Inuit worldview. The abductive strategy has inductive orientation, however with the objective of achieving 
perspective that is based on participants’ worldview (Bryman, 2012:401).   
Process tracing, as Collier (2011:823) indicates, is an important analytical tool of qualitative analysis, and 
can be defined as ‘’the systematic examination of diagnostic evidence selected and  analyzed in the light of 
research questions and hypotheses posed by the investigator.’’ Process tracing in this report contributes to 
more comprehensive understanding of social phenomena under investigation and helps to evaluate causal 
claims through descriptive and causal inferences (ibid). 
Content analysis. The way this method is used in this project is consistent with Lupton’s definition of 
content analysis approaches, as ´´centrally directed at identifying patterns in textual material and using this 
knowledge to draw assumptions about how messages and meanings are represented in and communicated 
through texts´´ (cited in Liamputtong & Ezzy, 2005:260). 
Discourse analysis. This method plays an important role in the project, as the aim is to examine the Inuit 
health narratives with focus on how Inuit people construct and represent their own meaning of the social 
reality related to health.  ´´Without discourse, there is no social reality, and without understanding 
discourse, we cannot understand our reality, our experiences, or ourselves´´ (Phillips & Hardy, 2002:2).  
Marvasti (2004:108) defines discourse analysis as ‘’a way of writing or speaking that constructs a particular 
type of knowledge with practical and rhetorical implications’’.  In order to investigate health in Inuit 
context, in a meaningful way, it is necessary to examine Inuit discourses related to health and attempt to 
entangle how Inuit peoples make sense of this concept. Therefore, this projects aims to use discourse 
analysis to gain understanding how the broader reality of health inequality and health policy is being 
constructed and experienced by Inuit.  
The project examines meanings, narratives, goals and aspirations of Inuit conveyed in the documents and 
texts, as well as the context within which they were produced. The political documents and policies can be 
examined as contested sites of power, reflecting power dynamics (Schwartz & Cook, 2002). They can be 
utilized as tools of hegemony or resistance, as exemplified in Inuit case. It is imperative to recognize 
indigenous people not only as oppressed or marginalized recipients but as active participants. The project 
emphasizes the various ways Inuit reclaim control over their communities and shape the socio-political 
landscape in accordance with their Inuit ways of knowing.  
 
 
Selection of data 
The project focuses specifically on health inequality and health status of Inuit population in Nunavut, as the 
development provides distinctive perspective, where the public policy is meant to be responsive to the 
Inuit majority. The analysis is based on both primary and secondary data. The primary data consists of Inuit 
health-related documents and policies. The secondary data comprises an extensive range of scholarly 
articles and books, which was used to support, substantiate and inform the research process, discussion 
and findings. As mentioned, we used primarily qualitative data, however quantitative data was also used 
for the demographic context and to illustrate the scope of health inequalities. Strong preference was given 
to Inuit-produced data and scholarly literature wherever possible, in order to achieve a perspective that 
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truly takes into account Inuit voices and representations. However, there is clearly lack of comprehensive, 
long-term, Inuit-specific health data and Inuit-specific measurable indicators.  
Non-indigenous frameworks have been generally used in Canada to assess the wellbeing of indigenous 
populations. The western approaches and models do not capture adequately various aspects of Inuit life. 
There is clearly a need to develop culturally relevant indicator framework that reflect an Inuit view of 
health and its determinants. Comprehensive, reliable health data and Inuit-specific indicator framework are 
hugely important in order to inform policy and to produce the statistical evidence necessary for obtaining 
funding (Cameron, 2010; Rasmussen & Guillou, 2012). 
The conventional indicators, such as average life expectancy and infant mortality rates have been used as 
they are useful for comparative perspective but do not reveal many dimensions of Inuit wellbeing. It is 
emphasized that indigenous understanding of development, health, education and poverty differ 
significantly from Western constructions, and therefore Western approaches may have adverse impact on 
indigenous wellbeing even though standard indicators improve (Rasmussen & Guillou, 2012).  
 
The analyses were conducted at the scale of reports and policies, as no data was collected from health 
institutions, organizations or initiatives. The project draws extensively on the following health-related 
reports and documents: Social Determinants of Inuit Health in Canada (ITK, 2014), Annual Report on the 
State of Inuit Culture and Society (Nunavut Tunngavik Incorporated, 2008), ‘A Life Course Approach to the 
Social Determinants of Health for Aboriginal Peoples’ (Reading, 2009). 
 
Delimitation 
Health is a vast field and this report does not attempt to investigate all aspects and nuances of Inuit health, 
rather the focus is on underlying causes shaping unfavorable social health determinants, and aims to 
highlight the key patterns in relation to the early life stages and youth affected by particular social 
trajectory. What is presented in this research report is not exhaustive by any means, as it constrained by 
very limited space and time. There are many other aspects of health inequalities that could be explored in 
further research. 
The aim of the project was to draw conclusions strongly supported and strengthen by Inuit perspective. 
While literature related to Inuit contexts is used wherever possible, a lack of Inuit-specific studies means 
that research from other indigenous and non-indigenous contexts is used to supplement the Inuit-
produced material.   
 
Chapter 2: Theoretical and Conceptual Framework to Health Inequalities  
This chapter aims to provide a clear indication what theoretical perspectives and approaches guided the 
research process. Theoretical and conceptual framework within analyses are being conducted has 
important implications as it draws attention to specific aspects of social phenomenon, it shapes method 
and data collection. 
 
Social Determinants of Health 
As conceptualized by the World Health Organization (WHO), the social determinants of health are “the 
conditions in which people are born, grow, live, work and age, including the health system. These 
circumstances are shaped by the distribution of money, power and resources at global, national and local 
levels, which are themselves influenced by policy choices. The social determinants of health are mostly 
responsible for health inequities - the unfair and avoidable differences in health status seen within and 
between countries” (WHO, 2015). 
The social determinants are referred to as the - causes of the causes, this perspective recognizes that risk 
factors are socially embedded in the collective lives. Thus, disparities in the social determinants require 
social solutions (Reading & Wien, 2009). 
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Drawing on Marmot’s work, this project emphasizes that very diverse social, political and health 
circumstances can only be tackled through customized policy approaches in order to address the context-
specific conditions and disadvantages. As Marmot indicates that ‘’this needs to be done within the broad 
framework of an understanding of the social determinants of health inequalities, the pathways that lead 
from social conditions to the more immediate causes of ill health, the assets that can provide resilience in 
particular contexts, and the entry points for interventions and the governance arrangements required to 
achieve health equity’’ (Marmot, 2013:147). Consistently, with Marmot’s approach, the project examines 
Inuit health through a social determinants framework, and therefore as embedded in structures and 
systems in which Inuit live rather than abstracting individual health outcomes from the social contexts. 
 
The models of the social determinants of health often used in Canada contains 14 social determinants of 
health: 
 
Aboriginal Status  
Gender 
Disability  
Housing 
Early life  
Income and income distribution 
Education  
Race 
Employment and working conditions  
Social exclusion 
Food insecurity  
Social safety net 
Health services  
Unemployment and job security (Mikkonen & Raphael, 2010:9). 
 
Mikkonen and Raphael (ibid) argue that all of these social determinants of health has been shown to have 
strong effects upon the health of Canadians. Furthermore, as Gleeson and Alperstein indicate there is now 
“robust evidence demonstrating that social determinants have far greater influence upon health and the 
incidence of illness than conventional biomedical and behavioral risk factors” (cited in Cameron, 2011:11). 
 
Life Course Approach 
 
A life course approach has been extensively applied to research on social inequalities of health, it 
investigates ‘’how social and biological factors operating at different stages of the life course and across 
generations contribute to the development of inequalities in adult health and disease. In particular, it asks 
how much of the inequality in adult health is due to socially patterned environmental exposures in early 
life, acting through ‘developmental health’, such as physical growth, emotional and cognitive development, 
or through health behaviors and social pathways’’ (Power & Kuh, 2006:27). A life course perspective 
emphasizes the significance of one’s social position and socio-economic circumstances and processes that 
determine accumulation of future advantage and disadvantages in one’s health (Blane, 2006:54). This 
projects applies this approach and investigates how factors operating at different life stages might 
contribute towards the development of health gap and poor health status in the Inuit context.  
 
Furthermore, disadvantaged socio-economic conditions in early life stages may lead to vicious cycle, as they 
may initially affect health status, however poor health status may subsequently impact the socio-economic 
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trajectories, which in turn have a further negative impact on health outcomes. The life course approach 
may help to indicate when early preventive initiatives would be most effective.   
Figure 2.1 provides a conceptual framework for analysis in this project, it guides the discussion on policy 
implications. It suggests that policies need to address factors which have detrimental effect on the life 
chances and health potential among disadvantaged children, as well they need to tackle the transmission of 
social and health disadvantage across generations and over the life course. It is imperative to focus on the 
material and social conditions of disadvantaged and marginalized children, their developmental health 
(physical, emotional and cognitive), their educational and social trajectories, health behavior, as well as 
their adult circumstances, and their adult health  (Graham and Power, 2004:676). 
 
Figure 2.1 Life-course Framework 
 
 
Source: Graham & Power, 2004:676 
 
Life course perspective suggests that health inequality to large extent is a result of various socially 
patterned exposures and behaviors both in early life and later life stages. Power and Kuh (2006) argue that 
a range of strategies is necessary for infants, children, adolescents and adults, with focus on transition 
points, as they provide opportunity to alter life course trajectories, break intergenerational transmission of 
disadvantage and thus, subsequently reduce health inequality.    
 
Concept of Health and Social Determinants in Inuit Context 
 
Inuit People, Epistemology and Health 
In order to examine indigenous health status, it is imperative to consider what the concept of indigenous 
peoples constitutes. Consistently with Martinez Cobo’s definition (UN declaration), Inuit are recognized as 
indigenous peoples, as they have a historical continuity with the pre-colonial societies and have distinctive 
culture from the dominant society in Canada. Inuit culture, identities and indigenous knowledge are 
inextricably intertwined with the connection to their traditional lands, and the identity-place relationship is 
used to assert power. Indigenous peoples share experiences of colonialism and self-determination.  
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Kelm conceptualizes colonization as ´´a process that includes geographic incursion, socio-cultural 
dislocation, the establishment of external political control and economic dispossession, the provision of 
low-level social services and ultimately, the creation of ideological formulations around race and skin colour 
that position the colonizer at a higher evolution level than the colonized” (cited in Reading & Wien, 
2009:21) Thus, colonialism is not just associated with acquisition of indigenous lands, it is also linked to 
domination of one culture over another, as well as othering and assimilationist practices used to eradicate 
indigenous languages and cultures. The effects of colonial and assimilationist practices continue to have 
devastating impact on the indigenous health, cultures, languages and indigenous ways of life.   
 
Self-determination is at the core of indigenous identity. It is associated with having an agency, and with 
indigenous peoples regaining the control over the socio-political and cultural aspects of their life.  This 
projects examines Inuit health in relation to self-determination, and reflects on the extent to which health 
care in Nunavut is informed by Inuit and what does it mean for Inuit to have meaningful control over their 
health care. 
Inuit epistemology has been conceptualized as Inuit Qaujimajatuqangit (IQ), which is Inuktitut term that 
translates directly as ´that which has long been known by Inuit’. However, indigenous knowledge is 
considered to be adaptive and highly applicable to contemporary health context. IQ reflects a holistic 
approach to the concept of health that encompasses physical, spiritual, emotional and mental dimensions. 
Furthermore, the concept of health is grounded in expectations to contribute, care, share, belong, respect 
and live well in balance and harmony with the world (Tagalik, 2010, NTI, 2008).  
 
There are various factors, related to poor socio-economic conditions that negatively influence health 
status over the life course, such as poverty, inadequate housing, low level of education, lower income and 
high unemployment. For instance, only about 25 per cent of the population completed high school, 
unemployment is between 30-70 per cent, 53 per cent live in crowded conditions and food insecurity is by 
far the highest in Canada, with a rate that is nearly four times the national average. The situation is 
worsened by geographical isolation and structural barriers to the delivery of health care services (Statistics 
Canada, 2007; Berger, 2006; ITK, 2014). 
 
Inuit emphasize that social determinants of health differ substantially between Inuit and non-Inui in 
Canada. Conventional determinants and indicators are useful for comparative perspective, however they 
overlook and fail to capture adequately Inuit-specific determinants, such as self-determination, 
culture/environmental connection, proficiency in the Inuit language, intergenerational proximity, 
involvement of Elders; intergenerational transfer of knowledge; and availability of traditional food. It is 
imperative to recognize the complex and dynamic interactions between the conventional health 
determinants and Inuit-specific factors (NTI, 2008:10; Rasmussen & Guillou, 2012:28). Social determinants 
identified by Inuit provide contextualized understanding, as they are grounded in the Inuit worldview. In 
the process of literature review, two useful indigenous frameworks have been identified and will be 
discussed in the following section. 
 
Indigenous Frameworks 
 
The Integrated Life Course and Social Determinants Model of Aboriginal Health  
Reading & Wien (2009:1) indicate that the social determinants of health in indigenous context can be 
categorized as ´´distal (e.g. historic, political, social and economic contexts), intermediate (e.g. community 
infrastructure, resources, systems and capacities), and proximal (e.g. health behaviors, physical and social 
environment).´´ This draws on Marmot’s causes of the causes framework. The point of departure of this 
report is consistent with this perspective - we argue that distal determinants have the most significant 
impact on the Inuit health outcomes, as they reflect political, economic, and social contexts that construct 
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both intermediate and proximal determinants. This argument validates the historical institutionalism 
approach discussed in the subsequent section. 
 
Reading and Wien provided an ILCSDAH model that incorporates four dimensions of indigenous health 
across the life course including, physical, spiritual, emotional and mental. This model reflects indigenous 
contexts and social determinants (distal, intermediate and proximal) that influence health directly, as well 
as interact and shape health potential and vulnerabilities. This model allows to examine the ways in which 
socio-political contexts and life stages are shaped by and, in turn shape, social determinants of health 
(Reading & Wien, 2009:25-26). 
 
The Inuit-specific gender-based analysis health framework  
This model provided by Pauktuutit’s Inuit directs focus on Inuit health and gender in a way that is less 
problem-based and more reflective of the Inuit perspective on wellness. This model account attempts to 
incorporate Inuit-specific indicators and identifies following key themes: 
(1) Elders,culture, language, family, community, and spirituality 
(2) Land, weather, animals, and country food 
(3) Euro-Canadian economy, institutions, and government (Rasmussen & Guillou, 2012:29) 
 
Figure 2.2 The Inuit-specific gender-based analysis health framework  
 
  
 
Source: (Rasmussen & Guillou,2012:29) 
 
This model reflects the dynamic way Inuit and Euro-Canadian and Inuit dimensions interact and at times 
overlap, sometimes conflict or sometimes are distinct, as Inuit ways of life sometimes incorporates Euro-
Canadian way of life, sometime conflicts with it or sometimes maintains distinct Inuit way (Rasmussen & 
Guillou,2012:29).  
 
 
 
Historical Institutionalism 
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Historical Institutionalism is a school of thought that seeks to explicate the role that institutions play in the 
determination of social and political outcomes. Historical institutionalists define institutions as ‘’the formal 
and informal procedures, routines, norms and conventions embedded in the organizational structure of the 
polity or political economy’’ (Hall & Taylor, 1996:938). This perspective emphasizes the asymmetries of 
power associated with institutions, path dependence and unintended consequences (ibid).  
Power and unequal power relations play a prominent role in the analysis of the project. The project 
explores the asymmetrical power dynamics in the Inuit context and seeks to exemplify how non-Inuit 
Canadians had historically disproportional power, while Inuit were to large degree excluded from the 
decision-making process related to their everyday lives, which in turn led to social and health inequality. 
The unequal power relations have been reflected in the policy process, and this report examines the legacy 
of the social policies and how colonial structures are perpetuated in the contemporary contexts.  
As mentioned historical institutionalist emphasize the role of institutions, however they do not perceive 
them as the only causal force, rather they ‘’seek to locate institutions in a causal chain that accommodates 
a role for other factors, notably socioeconomic development and the diffusion of ideas’’ (ibid:942). The 
project inspired by this perspective, draws attention to the relationship between social structures and ideas 
or beliefs, and the way social change among Inuit has been influenced by a diffusion of ideas. The focus is 
on power relations, and agency is integrated in the analysis, as Inuit are perceived as active actors rather 
than passive recipients of institutions. Institutions may structure interactions and influence social 
trajectories, however they are also shaped by actors themselves. Prominent ideas and discourses play an 
important role in historically grounded analysis and helps to elucidates how development shifts to a new 
path and how social change comes about.  
 
Critical consciousness - Freire’s Perspective 
 
Paolo Freire’s perspective and philosophy focused on educational context, however it is a highly relevant 
and valid approach for health research. Freire’s work is of postcolonial character and very much inspired by 
Foucault’s power and knowledge nexus. Freire (1972:) argues that ‘linking knowing and learning through an 
ongoing cycle of action and reflection, leads to the development of a critical awareness about the world 
participants live in.’’ Freire argued that learners and the oppressed need to be engage in the act of what he 
termed conscientizacão, and defined as “learning to perceive social, political, and economic contradictions, 
and to take action against the oppressive elements of reality” (Freire, 1972:17). 
 
In order to meaningfully examine the striking health inequality in the Inuit context - the power and 
knowledge relations need to be explored. This critical consciousness is necessary to transform the 
oppressing social realities and structures so the lives, health and well-being of indigenous peoples can be 
improved.  
 
Applying Freire’s theoretical framework enables us to see that the conventional methods and approach in 
health initiatives and education might be failing to achieve their goals, because they do not challenge 
inequalities and keep marginalized people as passive and uncritical recipients. For positive transformation 
of oppressing social structures, it is necessary to involve Inuit people and communities as active 
participants in identifying the actions needed to improve health outcomes, and throughout the process 
policy formulation and implementation.   
 
Concluding remarks 
Social determinants and life course research in indigenous context has not developed comprehensively yet, 
however it constitutes a useful approach that accounts for the diverse social, political and cultural 
dimensions shaping Inuit health. This perspective engages with health in a holistic way which is 
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compatible with Inuit perceptions of health and well-being. However, Inuit-specific determinants, 
indicators and frameworks are necessary to account for aspects meaningful in Inuit life, and therefor they 
need to encompass the physical, mental, emotional, and spiritual domains (Reading, 2009).  
 
The theoretical approach emphasizes the cumulative advantage and cumulative disadvantage. The 
extensive evidence that the socio-economic conditions in childhood will have long-term effects on the 
health outcomes demonstrate the need for policies designed to reduce childhood disadvantage in order to 
tackle health inequalities (Graham and Power, 2004:677). It is evident that social policies are needed that 
address developmental pathways influencing adult health outcomes, as well as  social, economic and 
cultural processes and structures that underlie health inequality among marginalized and vulnerable social 
groups.  
 
The physical, emotional, mental and spiritual health among Inuit children, youth and adults are influenced 
by a broad range of social determinants, by the present and by the past circumstances and environments as 
well as by social structures, systems and institutions (Reading & Wien, 2009:1). Freire’s framework and 
historical institutionalism provides theoretical possibilities to explicitly address and critically engage with 
the power relations and dominant discourses embedded in Nunavut’s institutional practices and structures 
that are not inherently indigenous but the legacy of colonialism.  
 
The social determinants framework ´´renders visible how underlying social and economic environments 
influence health outcomes even more than personal behaviors, genetic profiles, or access to healthcare. 
Solutions, it reminds us, lie not in new medical advances or even ‘right choices’ but in the political arena: 
struggling for the social changes that can provide every resident the opportunity to live a healthy and 
fulfilling life´´ (Adelman cited in Mikkonen & Raphael, 2010).  
 
 
Chapter 3: Trajectory of Social Change in Nunavut  
 
The health inequality develops in particular social, historical, economic and cultural context. The 
examination of this context, social changes and nature of health care services may shed a light on how 
inequalities in health developed over time, which in turn may provide better understanding of how to 
tackle these inequalities. It is imperative to consider the origin, nature and impact of social determinants to 
draw implication for an adequate policy response. Therefore, this chapter provides analysis of socio-
political context and devastating mechanisms of colonization including: coerced relocations, forced 
evacuations and residential schooling. Furthermore, the nature of health care services is examined from 
historical perspective. Examination of the unique and complex Inuit history is essential for understanding 
the contemporary patterns of health and disease among Inuit.  
 
Setting the scene – Inuit of Nunavut 
Indigenous peoples in Canada include First Nations, Inuit, Dene, and Metis, with population of 1.2 million, 
which constitute 3.8 per cent of the Canadian population. Indigenous peoples continue to be the most 
disadvantaged in terms of health outcomes. The history of colonization is inextricably implicated in social, 
economic and health inequalities, and poor health status among Inuit and other indigenous groups 
(Reading, 2009). The project focuses specifically on health inequality and health status of Inuit population 
in Nunavut.  
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                            Source: http://www.aadnc-aandc.gc.ca/DAM/DAM-INTER-HQ/STAGING/images-images/fg2_1100100016902_eng.gif 
 
Nunavut means ‘our land’ in Inuktitut, the language of Inuit. The name evokes strong sense of place – it 
emphasizes the significance of the relationship between Inuit and their traditional land and Inuit aspirations 
(Kusugak, 2000:20). The Nunavut Territory is the newest, largest1 northernmost, the most remote and 
dispersed Canadian territory, as well as one of the most isolated and sparsely populated areas in the world. 
This Arctic context shapes Inuit history, culture, as well as social and political landscape in Nunavut. The 
territory has a population of approximately 36,000 people of which 86 per cent is of Inuit heritage 
(Statistics Canada, 2013). The Inuit population is young and growing, the birth rates are twice the national 
average, while the median age of Inuit is 22 years compared to 40 years among general Canadian 
population, and the Inuit population is growing twice the rate of the average Canadian population (Tagalik, 
2010). 
 
Approximately 85 per cent of population in Nunavut speaks Inuit language2 as their native language. Inuit 
language is at the core of Inuit identity.3 Despite the fact that formal education tended to be delivered 
in English, since the residential schools, Inuit have retained their language to a high extent. This is partly 
due to geographical and social isolation, as well as dominance of the Inuit population (Berger, 2006:26). 
Historically family life, shared responsibility and kinship were central to social life of Inuit. Elders played a 
vital role in community. The survival in harsh Arctic environment required protective social, sharing 
networks and support systems. Shared responsibility and community approach is reflected in term 
inunnguiniq - caring for children Inuit, which is equivalent to ´it takes a village to raise a child´ (Tagalik, 
2010). Inuit had a healthy harvesting lifestyle and health diet (Bjerregaard & Young, 1998). 
 
Colonial ´Past´ 
The socio-economic, political and health-related challenges of Inuit population need to be understood in 
the context of colonial experiences. As Brody argues, the contemporary predicament of Inuit is deeply 
troubling and ´´embodies within its very short history the destructive processes and social deformations 
that colonialism everywhere entails’’ (cited in Bjerregaard & Young, 1998: 31-32). 
                                                 
1 approximately the size of continental Europe 
2 For the purpose of this project, the Inuit langauge refers to all dialects in Nunavut, including Inuktitut or Inuinnaqtun 
3 “Our language Inuktitut is very powerful. The words have power. The Inuktitut words can heal” (Aupilardjuk, cited in NTI, 2008:34). 
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Prior to the twentieth century, the Inuit’s interactions with outsiders were limited to visits of whalers, 
traders and missionaries, with often undesirable health and social consequences (Bjerregaard & Young, 
1998:30). The colonisation process in the region called today Nunavut began in 1950s, which is relatively 
late in relation to other regions in the world. It was however intensive and destructive - Inuit were 
politically, socially and economically dominated by non-Inuit. This led to drastic social changes and 
disruption of Inuit ways of life (Hicks & White, 2000).  
 
The mechanisms of colonialism occurred through various dimensions such as environmental relationships, 
social policies, assimilative measures and political power. In indigenous discourses the historic trauma is 
strongly linked to the environmental dispossession and displacement from traditional land (Reading & 
Wien, 2009:21). The colonial government of Canada, began to develop new towns and ‘encouraged’ 
sedentary settlement and urbanization process, in order to provide health, education and welfare services. 
Inuit families and entire communities were often relocated. Even though this process was framed within 
humanitarian discourse, it resulted in devastating physical hardships and social displacement among Inuit 
communities (Bjerregaard & Young, 1998:31). 
 
The political objective of the colonial rule was to assimilate Inuit into the dominant western culture. One of 
the most powerful assimilative tools introduced by the government was the federal residential school 
system. This dimension of historical trauma remains deeply embedded in the contemporary discourses of 
Inuit. This practices had destructive impact on Inuit wellbeing, ways of life, self-determination and self-
esteem, as Inuit knowledge, language and culture was subjugated and considered inferior and irrelevant in 
the modern world. The negative impact of residential schools on the Inuit wellbeing continues to be 
transmitted between generations (NTI, 2008; Reading & Wien, 2009).  
 
The colonial period profoundly disrupted Inuit ways of life and resulted in negative developments, including 
alcohol misuse, sexually transmitted diseases. A subsistence economy began to be gradually replaced by a 
cash economy and thus, it became challenging to maintain traditional Inuit livelihood (hunting and fishing). 
Formal education and wage labor became necessary in order to succeed and traditional Inuit values and 
belief system appeared irrelevant. Inuit had to adjust to wage system, where Inuit were typically in 
subordinate positions to non-Inuit (Bjerregaard & Young, 1998:149)  
 
Another destructive aspect of colonization relates the Canadian-derived health care system and policy. 
Inuit population was strongly hit by epidemics of tuberculosis and smallpox. Therefore, in mid-twentieth 
century large-scale efforts were initiated to tackle poor physical health status, eradicate epidemics, and 
improve sanitation, housing and health care system. These efforts were led by non-Inuit outsiders, and 
therefore Inuit experiences were often painful and culturally disruptive (Bjerregaard & Young, 1998:149; 
NTI, 2008).  
 
The initiative to eradicate tuberculosis have been considered largely successful. However, the coercive 
implementation of these efforts included for instance forced evacuation of patients, which often resulted in 
extended periods of separation from families and communities, sometimes for years or even decades 
(Bjerregaard & Young, 1998:391).   
The missionary medical services were part of the broader attempt to Christianize Inuit, as non-Inuit 
caregivers considered medical care as interrelated with cultural change (Waldram et al. 2006; NTI, 2008). 
As NTI report indicates, control of Inuit health care remained in Ottawa in the period from 1954-1982. 
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During this period north-south health care structure and dependence pattern was developed – a costly 
structure prevailing to this day4. 
 
Tuberculosis treatment, combined with the separation from families and communities, resulted in 
sociocultural change and undermined Inuit society to some extent. The treatment of Inuit patients were 
unsettling, with limited efforts to keep families together or even informed, in fact many times families were 
informed years after someone’s death. Government attempted to implement an ‘Eskimo disc list’ system in 
order to keep track of Inuit, whose names were incomprehensible to them (Waldram et al. 2006:202). 
Many Inuit refused to wear their discs and system did not work5. 
 
The colonial process produced asymmetrical social structures and resulted in social, political and economic 
inequalities, which as Reading and Wien (2009:21) indicate ‘trickle down’ through the adverse intermediate 
and proximal determinants. The inequitable and hierarchical distribution of recourses and political power 
between Inuit and non-Inuit is rooted in colonial past. Inuit have been historically excluded from the 
decision-making process concerning the everyday life of their communities. Education, income and 
economy were determined by social policies determined by outsiders, which ultimately resulted in 
inequitable distribution of these determinants, which in turn constrains possibilities for realizing the same 
health potential as non-Inuit (Reading & Wien, 2009:22-23) 
 
Nunavut - a ´Postcolonial´ Context 
Inuit long struggled for political power and recognition, in order to regain the autonomy and self-
determination that has been lost through process of colonization (Bjerregaard & Young, 1998:38). These 
Inuit struggles and strategic political negotiations over 20 years resulted in establishment of the Nunavut 
Territory through the Nunavut Land Claim Agreement (NLCA) in 1993. NLCA formally recognizes Nunavut as 
an Inuit homeland, and it constitutes the largest land-rights settlement in Canada, which is covering 
approximately one fifth of Canada’s land mass. NLCA shifted the power relations and formalized political 
and economic relationship between Inuit of Nunavut and Canadian government. The scope and magnitude 
of NLCA is inspiring - it represents significant moment in history for Inuit and indigenous peoples and, as 
Kusugak (2000:22) emphasizes ‘’for the first time since the Metis secured the creation of Manitoba, 
Canada’s internal map will be changed for the purpose of empowering a specific aboriginal group.’’  
The Nunavut project challenges Inuit to redefine themselves, Inuit identity, knowledge and aspirations, as 
well as their place in the world. Government of Nunavut (GN) has formally expressed commitment to IQ -
Inuit values, epistemology and philosophy (Aylward, 2007). As mentioned, Inuit constitute the territory’s 
majority population, and social policy and health system are meant to address Inuit needs.  
 
NLCA aims to reverse the colonial dependency and devastating consequences of government policies.  
NLCA, Article 32 was negotiated to ensure that Inuit have the right to participate in development and 
implementation of social and cultural policies and services. It also requires a representative level of Inuit 
employment at all occupational groups and levels of the government. This unique legislative framework 
signifies important shift in power relations and major institutional change. However, the GN faces major 
challenges in meeting the requirement, for instance despite some progress, health care professionals and 
other employees of the GN’s Department of Health and Social Services remain predominantly non-Inuit 
Despite the fact that Inuit participation is a legal obligation, the GN and the Nunavut’s Public Health 
Strategy do not account for and involve Inuit organizations adequately (NTI, 2008). 
                                                 
4 During this period, starting from tuberculosis epidemics, Ottawa established the pattern of three separate routes of north-south health care flows 
for Inuit, a pattern that dominates the delivery and cost of health care in Nunavut to this day. Nunavut’s previous health minister commented that, 
“One of every eight dollars in our health care budget goes to jet fuel” (Cited in NTI, 2008:18). 
5 In 1970s, ‘Project Surname’ was developed, which aimed for all Inuit to select surname and standardize the spelling of names (Waldram et al. 
2006:205). 
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Inuit health and wellbeing services, including Inuit Midwifery are not widely recognized, even though they 
traditionally played important role in communities. The Midwifery Act passed in 2008 constrained and 
limited legal recognition of Inuit traditional midwives, and did not set any requirements in terms of Inuit 
language, Inuit cultural competences. This development sustains persisting unequal power relations and 
marginalizes Inuit midwives. Women are sent out and give birth isolated from their families and 
communities. Inuit indicate that “the outside people like government people use scare tactics to make sure 
we don’t practice traditional midwifery; they say that we must not have home delivery or the baby may 
die” (Buchan, cited in Rasmussen & Guillou, 2012:30).  
 
The review of implementation the NLCA in 2006 emphasized repeatedly the lack of Inuit participation 
was a major problem: “I believe the most significant failing in implementation lies in insufficient 
engagement of Inuit in decisionmaking. During the focus groups we held in the communities, there were 
numerous times where Inuit were so upset with how shut out and demoralized they’ve become that they 
were brought to tears. So many people said ‘our elders aren’t respected’, and they said ‘they develop 
policies, but they don’t ask us what we think’” (NTI, 2008:33).  
 
These contemporary experiences constrain Inuit self-determination, perpetuate colonial dynamics and 
result in alienation in the ‘post-colonial´ context of Nunavut. The legacy of assimilationist policies, 
residential schools and missionization resulted in losses in Inuit knowledge and healing traditions, as well as 
persisting distrust and negative perceptions of the health care system and formal education passed from 
generation to generation. ´´Often when people are asked what their views are on medical matters they 
associate the question with pain, discomfort, frustration and some anger. Also the family and friends of 
people involved in health problems face fear, anxiety, confusion and shock´´ (Beardy cited in Waldram et al. 
2006:231). 
 
Concluding Remarks 
 
As demonstrated in this chapter, Inuit experienced imposition of colonial institutions and systems, which 
disrupted their indigenous ways of life. The colonial process led to decreased self-determination and a lack 
of influence over policies and decision-making process related to the everyday life of their communities. 
Inuit experienced rapid social change, and their living conditions changed more drastically than of any other 
population in Canada since 1950s. This social transition resulted in various societal problems (NTI, 2008:10).  
In Inuit context, colonialism, lack of self-determination and social exclusion can be depicted as distal 
determinants within which other determinants are constructed. They are significant as they shape 
current health behaviors and patterns, as well as the health care system, health resources, physical and 
social environment, community infrastructure and capacities. Historical research demonstrates a link 
between the social inequalities determined by colonial past and poor health outcome, violence, low life 
expectancy and suicide behavior experienced by Inuit people (Reading & Wien, 2009:20). This needs to be 
considered in order to shape successful health strategy in post-colonial contexts. 
Arctic environment defines and shapes the physical existence, as well as cultural and health development in 
Nunavut. Remote Inuit communities suffer from a lack of economic development needed to ameliorate 
health problems related to socio-economic status (Reading & Wien, 2009:3). The distances between 
communities and hospitals in Nunavut are the largest in Canada, and among the largest in the world. 
Geographical dispersal and isolation, as well as lack of Inuit health professionals creates serious structural 
challenges (NTI, 2008:7). An adequate health strategy needs to be constructed within this unique context.   
The scope and significance of Nunavut project is inspiring, as Inuit actively shape their social and political 
landscape and transform oppressive aspects of reality. Inuit are increasingly reclaiming their knowledge 
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and incorporating their perspectives and values into the health care system. However, policies that do 
not take Inuit worldview into consideration, dominance of western knowledge and methods, as well as 
English in health and education systems continue to perpetuate colonial power relations in contemporary 
context. 
Societal change is inevitable and occurs in all cultures at all times. However, societal changes may have 
devastating consequences when they are imposed by outsiders. It is not the social change that threatens 
Inuit but loss of self-determination and control over their lives, their communities and their land. Inuit have 
the right to develop their own path and the modernization process should take place on their own terms 
and conditions. 
 
Chapter 4: Contemporary Health Experiences of Inuit: early life health and youth 
experiences 
As life course perspective indicates, a life-long trajectory of health begins during gestation and social 
determinants influence health over the life course. These determinants impact health recourses for 
pregnant women and early child development, which in turn shapes adult health outcomes and health 
potential, as they determine vulnerabilities and resiliencies in later life. As Marmot indicates, “the seeds of 
adult health and health inequity are sown in early childhood” (cited in Reading & Wien, 2009:25). The 
effects of social determinants on health tend to be manifested as distinct health issues in each life stage 
(ibid:3). For instance distress and suicidal behavior among youth has been identified as prominent health 
concern by Inuit communities.  
The chapter begins with an overview of current health pattern in Inuit population in the context of the 
rapid societal changes. Followed by sections focused on two different areas, namely the early life health 
and youth distress. The chapter identifies and highlights specific vulnerabilities and health potentials 
related to the chosen areas.   
Emerging Health Trends 
Disadvantageous social determinants of Inuit health, linked to colonialism, negatively affect physical, 
mental, emotional and spiritual wellbeing of Inuit. They are associated with increased stress through lack of 
control, various social problems, reduced immunity, resiliency and capacity to address illness (Reading & 
Wien, 2009:24). 
Health of Inuit communities have changed significantly in the last several decades. Societal changes and 
transition have both positive and negative effects on Inuit health. It is clear that physical survival has 
increased in all age groups, there was also decrease in relative importance of infection diseases and 
accidents, even though they remain at much higher rate than among non-indigenous population. However, 
the chronic diseases of the western world have outplaced infectious diseases as the predominant cause of 
mortality. The chronic diseases were labelled as ‘Western diseases’ or ‘diseases of modernization´, and are 
considered to reflect the degree of lifestyle and social change that occurred in indigenous communities. 
Diabetes, obesity, cardiovascular disease, HIV and Hepatitis C are becoming an increasing health concern. 
Furthermore, it appears that mental and social health in Inuit communities continues to be affected by 
colonial past and social change, which is reflected in a prevalence of alcohol problems, sexual abuse, 
violence and disproportionally high rates of suicide (Waldram et al.2006; Bjerregaard & Young, 1998:232). 
The striking health gap between Inuit and non-Inuit Canadians remains, despite increased self-
determination and efforts to improve the socio-economic conditions. As mentioned, undeniably significant 
improvement has been made in terms of life expectancy among indigenous population of Canada, including 
Inuit. However, comparative perspective is rather unsettling, as life expectancy is approx. 11 years lower 
than for other Canadians. The life expectancy for Inuit is between 64-67 years, while for non-indigenous 
Canadians 79.5 years6. Furthermore, Inuit have the lowest life expectancy among indigenous groups in 
Canada (NTI, 2008:12). 
                                                 
6 life expectancy for Nunavut is approximately the same as it was in Canada in 1946 
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Early Life Health 
´´There is strong evidence that early childhood experiences influence coping skills, resistance to health   
problems and overall health and well-being for the rest of one’s life’’ (cited in ITK, 2013:12).  
 
The Inuit maternal and child health have been identified as key concerns for Inuit. It is increasingly 
recognized that many diseases in adulthood have their origin in early childhood and prenatal life, including 
diabetes, cardiovascular diseases, cancer and mental illness. The health of pregnant women affects not only 
health outcomes after delivery but also future child’s health (Waldram et al. 2006). The most persistent 
challenges to childhood development include: poverty, food insecurity and poor nutrition, inadequate 
housing, very limited access to quality health care, to social support, and to long-term intervention 
strategies for Inuit children and families (Tagalik, 2010; ITK, 2013:12). While major problems concerning 
pregnant women include nutritional concerns, smoking, substance abuse, physical abuse and trauma, and 
emotional problems. The Nunavut Inuit Child Health Survey for 2007-2008 indicates that 53 per cent of 
homes are overcrowded, 34 per cent home experience food insecurity, 24 per cent experience severe child 
insecurity, 83 per cent of pregnant women have smoked during pregnancy and 24 per cent consumed 
alcohol (Tagalik, 2010:3; ITK, 2013:12).  
 
Nunavut has the highest teen pregnancy rate in Canada and the median age of an Inuit mother for a first 
child is 19 years. Teenaged girls become pregnant at rate 161.3 per 1,000 in Nunavut compared to 38.2 in 
Canada. The rate of preterm births are 30 per cent higher than the national average in Nunavut, neo-natal 
fetal death is double, while post-natal infant death is four times the national average. Low socioeconomic 
status is adversely associated with high rates of infant mortality. Inuit infants suffer from high rates of 
bacterial and viral infections, anemia and Fetal Alcohol Spectrum Disorder (FASD). Many childhood illnesses 
such as chronic ear infections, respiratory infection, and Sudden Infant Deaths (SIDs) are increasingly a 
serious concern and may be linked to maternal health during pregnancy and family environment in the 
early life stages (NTI, 2008; GN, 2008, Tagalik, 2010:2, Cameron, 2011:15). As mentioned, most pregnant 
Inuit women are flown out of their communities and give birth separated from their families, even though 
this period is crucial for entire family. Furthermore, there is very limited culturally appropriate parenting 
materials and program.  
The important determinant impacting wellbeing of Inuit children relates to lack of adequate education, 
which in turn shapes future income, employment and living conditions, and ultimately health. Education is 
linked with optimal child development, but it can also alleviate some of the effects of poor child 
development on adult health (Reading & Wien, 2009:17). 
 
Distress among Inuit Youth 
Inuit define mental wellness as a “self-esteem and personal dignity flowing from the presence of a 
harmonious physical, emotional, mental and spiritual wellness and cultural identity” (cited in NTI, 2008:16). 
Inuit are undergoing profound social and cultural change, and health is affected in the process, as they 
experience substantial psychosocial stress (Bjerregaard & Young, 1998:149). According to ITK, mental 
wellness is one of the major health concerns for Inuit. This is linked to factors such as loss of culture, 
poverty, inadequate housing, violence, addictions and intergenerational trauma related to residential 
schooling and institutionalization for tuberculosis (Cameron, 2011:25) 
 
One of the most unsettling indicators reflecting social suffering among Inuit youth is suicide. Suicides rates 
are highest among the Inuit youth, particularly male youth. Youth suicides tent to occur in epidemics and 
space-time clusters. Suicides occur also at a very early age – under age of fifteen (Waldram et al. 
2006:106; Bjerregaard & Young, 1998:150) 
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The national Inuit suicide rate is at more than 11 times the national average, furthermore among men aged 
15-24 in Nunavut, the rate of suicide is approximately 40 times the national average and rising (National 
Inuit Youth Council, 2009; Hicks, 2006). Various scholars (Waldram et al. 2006, Frohlich et al. 2006) indicate 
that this patterns of social suffering are not only linked to low socio-economic status but associated with 
low cultural esteem and diminished cultural identity, as well as lack of control and feeling of 
powerlessness that is transmitted across generations. A backgrounder on Inuit suicide from 2009 indicated 
the following factors contributing to suicide pattern: poverty, inadequate housing, lack of education, 
unemployment, intergenerational trauma, loss of cultural values and lifestyle, as well as the effect of 
suicide “clusters” (National Inuit Youth Council et al. 2009). Furthermore, Hicks (2006) emphasizes family 
history, early childhood experiences, mental health, substance use and accessibility of health care services. 
 
The higher prevalence of suicide among young men is not well understood, however weakening of kinship 
bonds and socioeconomic changes are commonly linked to the pattern. It is widely recognized that women 
adjusted easier to the new economy, as they are able to maintain their traditional roles in the family, 
whereas men experience difficulty with adjusting to subordinate wage position and decline in hunting 
(Bjerregaard & Young, 1998). 
 
Reading (2009) emphasizes that when a population is marginalized and culturally suppressed, then the 
mental health of that population is affected at the individual, family, and community levels, and often 
manifests itself in the form of social burdens such as suicides. Furthermore, intergenerational transmission 
of social burdens is common and communities are affected across generations.  
 
In southern regions of Canada around 90 per cent of suicides are linked to individual mental illness. 
However, this does not corresponds with suicide pattern in Nunavut, as most Inuit suicide is not associated 
with mental disorders. According to research by Law and Hutton:  “Psychiatric issues in the Arctic appear 
deeply interwoven with interpersonal, socioeconomic, and societal changes; effective community mental 
health services must address a broad spectrum of psychosocial issues beyond the medical model”(cited in 
NTI, 2008). Healing strategies should be therefore directed not only on individual but also collective, 
community-wide level.  
 
As Figure 4.1 shows suicide rates in Nunavut were very low before 1970s, and traditionally they occurred 
among the elderly which contrast with current pattern. Hicks (notes that suicides rose dramatically first in 
Alaska, then Greenland and lastly in Nunavut – this order corresponds with the order of the experienced 
processes of “active colonialism at the community level,” such as coerced relocations, non-indigenous 
educational system, subsistence economy replaced by wage economy and decline in hunting. Kirmayer 
emphasizes that Inuit communities were “Enveloped and transformed by colonizing powers…meaning and 
the sense of individual and collective worth [was] undermined…and people feel like refugees in their own 
land” (cited in NTI, 2008:16). 
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Figure 4.1 Number of Inuit Suicides in Nunavut 1960-2007 
 
 
 
 
Self- determination has been emphasized as critical determinant of health among indigenous people, as it 
influences all other determinants including education, housing and health opportunities. An influential 
study conducted among First Nation people by Chandler and Laonde (1998) emphasizes the significance of 
´cultural continuity´, and indicate that low rates of suicides appear to be associated with land claims, self-
government, control over education, policies, health care services and cultural facilities, as well as 
intergenerational connectedness and engagement of Elders.  The conclusion of the study links low rates of 
suicides with active engagement and self-determination (Reading & Wien, 2009:18).  
 
The Unikkaartuit participatory project in Nunavut was design to gain better understanding of the high rates 
of suicides in Nunavut. The key themes that emerged was the importance of (1) the family and kinship, (2) 
communication, (3) IQ – Inuit values, practices and knowledge. ´´Well-being was linked to the presence of 
these three themes, and sadness was linked to their absence or change in them´´ (Kral and Idlout, 
2006:65). Increasing social distance, segregation of generations, change in cultural practices were 
emphasized as key concerns. Issues in romantic relationships was one of the most common reasons for 
suicides, however, distress among Inuit youth is generally associated with various factors embedded in the 
context of social and family change. Suicide prevention run by youth in Qikiqtarjuaq and Igloolik 
demonstrates positive example of communities working together and developing own initiatives and 
activities that contribute to their well-being. When these Inuit communities took charge, suicides stopped 
for a while, in one case for a few years (ibid).   
  
Chapter 5: Implication for health-related initiative and policy 
 
“Until Inuit values, approaches and perspectives are incorporated into health and social services, it is 
difficult to imagine the system enhancing the mental health and well-being of Inuit individuals and 
communities.” (Archibald & Grey, cited in NTI, 2008). 
 
Inuit experiences related to health care, as well as education have been negative, alienating, and 
culturally and psychologically challenging. Inuit knowledge, indigenous health care system and healing 
traditions have been suppressed through colonizing and assimilative processes. Knowledge, including 
health data on Inuit have been historically produced by non-Inuit. Therefore, knowledge politics and 
health are critical to Inuit self-determination. This chapter discusses what does it mean for Inuit to have 
a meaningful control over their health care, and what constitutes appropriate health strategy that could 
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improve Inuit health and wellbeing. Focus is first directed to broad emerging themes and how they can be 
translated into successful strategies to improve and maintain Inuit health status. Then specific attention is 
given to approaches addressing health challenges in early life and youth wellbeing. 
Indigenous health must be seen in the broader political context with unequal power relations at play, as 
traditionally Inuit were ´recipients´, while non-Inuit were health professionals that had voice of authority. 
Indigenous education and health care systems exemplify how colonization of Inuit knowledge and culture is 
perpetuated in contemporary contexts. It is imperative to approach health care as a political site, where 
the oppressing practices and notions can be contested and transformed.  
 
Arctic environment defines and shapes the physical existence, as well as cultural and health development in 
Nunavut. Remote Inuit communities suffer from a lack of economic development needed to ameliorate 
health problems related to socio-economic status (Reading & Wien, 2009:3). The distances between 
communities and hospitals in Nunavut are the largest in Canada, and among the largest in the world. 
Geographical dispersal and isolation, as well as lack of Inuit health professionals creates serious structural 
challenges (NTI, 2008:7). An adequate health strategy needs to be constructed within this unique context.   
Inuit wish to improve health care system in Nunavut, to be more conducive to Inuit wellbeing. A key aspect 
of NLCA Article 32 relates to the requirement of Inuit consultation and participation in the development of 
social policies and programs, and in their implementation (NTI, 2008). However, currently health care 
services are still provided mainly in English, by non-Inuit, and Inuit knowledge and healing practices are not 
adequately recognized.  
 
However, currently, courses on indigenous health issues and indigenous healing are increasingly 
introduced in health programs. Furthermore, the recent improvement in terms of health and research 
careers for Inuit is very significant. This reduces the dependence on non-Inuit, who so far dominated these 
fields, and provides possibility for Inuit to inform policy, identify priorities and develop solutions and 
strategies that they consider appropriate for their distinct circumstances. Inuit knowledge, perspectives 
and values are increasingly introduces in health care, however there are still major challenges in that regard 
(Cameron, 2011; Waldram et al. 2006). This development signifies a postcolonial turn, as it unsettles 
colonial power relations within institutional health care. 
Inuit reports emphasize the need to take broad factors into account and approach Inuit health from a 
holistic, community-based, social determinants perspective (Cameron, 2011). Health discrepancies among 
Inuit can be linked to damaging, one-fits-all policy approach. Health is complex and dynamic, as exemplified 
by Inuit, and should not be decontextualized. The dominating western health approach fails to account for 
Inuit-specific factors, values and norms.   
 
As opposed to biomedicine, traditional Inuit healing approach is rooted in spirituality and embedded in a 
cultural context, which in fact serves as the source of Inuit health knowledge. Biomedicine is associated 
with scientific paradigm that largely neglects the central role of spirituality for Inuit. However, health 
policies and documents increasingly recognize that spiritual health of Inuit is as important as physical 
health, which validates the significance of Inuit healing services. Inuit control over the health care does not 
imply a rejection of biomedical methods, it rather aims at more culturally appropriate health care, where 
Inuit health approaches are integrated and complement the biomedical methods, rather than replace them 
(Waldram et al. 2006).  
 
Health services are not provided in a cultural vacuum and as health professionals in Nunavut remain 
predominantly non-Inuit, special focus need to be given to cultural training, best provided by Elders. Health 
care initiatives in Nunavut need to reflect Inuit perspective on health, Inuit concepts of disease causation 
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and treatment. Therefore, the local understandings and meanings ascribed to experience of illness need to 
be investigated (Bjerregaard & Young, 1998; Waldram et al. 2006). 
 
Health care system in Nunavut faces major structural challenges and fragmentation. Approx. 25 per cent 
of Nunavut’s health budget is spent on transport costs. Therefore, there is a need for capacity building 
initiatives, as well as focus on health promotion and prevention. It is imperative to identify strengths and 
build on them. One of them is linked to active Inuit organizations that deliver health and wellness 
initiatives, which can support biomedical system (NTI, 2008). In order to develop more locally and culturally 
appropriate health strategy, Inuit need to be supported in establishing their own programs and solutions 
(King et al. 2009). The health strategies must be directed at both individual and collective level and address 
health issues holistically – and thus address underlying social determinants explicitly. They most likely will 
be more effective if they are community-based and adopted to suit the local circumstances rather than 
imposed by non-Inuit (NTI, 2008; Waldram, et al. 2006). 
 
It has been indicated in NTI report that the GN does not involve Inuit organizations adequately in 
planning and setting agenda, which goes against NLCA requirement for Inuit consultation. Health care 
system in Nunavut with predominantly non-Inuit professionals continue to face language and culture 
barriers - this supports argument for health strategy focused on community-based initiatives, and local 
solutions. Three traditionally strong Inuit health and wellness practices have been identify by Elders: (1) 
Inuit counselling, (2) Land-based healing and Inuit traditional nutrition, and (3) Inuit midwifery and 
maternal and family care (NTI, 2008:33-34). The existing healing strengths of Inuit culture can complement 
biomedical system in addressing early life health challenges and suicide problems. 
 
Inuit people emphasize the wish to incorporate ‘’traditional practices and the wisdom of Elders into most 
aspects of contemporary health care, particularly those intensely personal conditions such as childbirth and 
mental health. Thus, it is imperative that the Nunavut health care system and health outcomes of Inuit 
must be interpreted with an Inuit lens to ensure the development of accurate and useful priorities’’ (NTI, 
2008:9). 
 
Inuit Early Life Health 
“Isolation, teen pregnancies, housing shortages, domestic violence, poor nutrition, the high cost of living, 
persistent organic pollutants in country foods, the lack of knowledge about available services, and the 
general insensitivity of the medical system to Inuit culture are all factors that complicate the delivery of 
maternity care programs and services [in the North].” (Ajunnginiq Centre 2006b, 2) cited in Cameron, 
2011:15) 
 
Improving early life health outcomes has been identifies as a critical priority and as having the most 
potential for significant improvement in outcomes. It is strongly linked to the health of women, in particular 
pregnant women, thus focus should be given to maternity care programs. Intervention is needed in 
regards to poor nutrition, and tobacco and alcohol use during pregnancy. High rates of teenage pregnancies 
reflect the need for family planning and sex education. There is clearly a need for training, promotion of 
health lifestyle and counselling for Inuit pregnant women and mothers, preferably provided by other Inuit 
within the community, as well as improving parental awareness, confidence and skills (Tagalik, 2010).  
  
Roughly two thirds of Inuit preschoolers live in food insecure homes - many health and nutritional problems 
facing Inuit children are associated with poverty (e.g. iron-deficiency anaemia). This clearly emphasizes the 
need for holistic and collaborative approach encompassing social and economic context (Cameron, 2011; 
Waldram et al. 2006).   
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Children’s wellbeing and early childhood development is influenced by socioeconomic circumstances and 
educational attainment of their parents. Regrettably, many Inuit children live in unfavorable socioeconomic 
conditions, however it can be ameliorated by social policy. For instance, to weaken intergenerational 
transmission of low socioeconomic status, high quality early child education should be provided regardless 
of parents’ economic status. Children of low-income families should have access to quality education at all 
level, as it influences their intellectual and emotional development, and ultimately overall health and 
wellbeing (Mikkonen & Raphael, 2010). 
Inuit midwifery has been identified as one of the strengths. Elders emphasize that maternal and newborn 
care is critical for building health communities in Nunavut and therefore it is necessary to focus on Inuit 
midwifery. Inuit midwifery does not receive recognition and adequate support, and therefore women are 
flown out and give birth isolated from their families and communities. “If the birth is at home, then the 
men are more involved, and men who were present at their wife’s delivery seem to improve in their 
relationship. They care more for the mother and child. Men or partners participating in birth, this is very 
positive, it improves caring in the community” (Taloyoak, cited in NTI, 2008:35). This practices of separation 
of family and community from childbirth perpetuate colonial experiences and result in a crisis in maternity 
care communities. There are various successful birthing centers and programs and there should be further 
developed and supported.7 However, since 2008 Inuit midwifes and instructors are not allowed to 
supervise midwifery students, instead they must be supervised by doctors and nurses, ´´which reinforces 
the medical model which the midwife program was intended to get away from’’ (NTI, 2008:35). Inuit Elders 
emphasize the need for establishment of Inuit midwifery as a viable and cost-effective option, development 
of Inuit midwifery training programs and culturally appropriate health promotion material (Cameron, 
2011:14)  
 
Distress among Inuit Youth 
 
Inuit reports link suicidal behavior among Inuit youth with intergenerational issues and indicate that this 
pattern is rooted in low cultural self-esteem, weakening of kinship bonds, intergenerational trauma, 
socioeconomic changes and feeling of powerlessness linked to colonial experiences including residential 
school system (NTI, 2008). Traditionally, kinship and community life were at the core of Inuit identity. 
Therefore, the coping strategies need to be community-oriented, need to facilitate community healing, as 
these are community-wide intergenerational problems. Cameron (2011) indicates that culturally-specific 
risk factors and locally-driven responses and models of suicide prevention must be identified and 
implemented.   
 
Self-determination is considered as one of the most important determinants for indigenous people, and it 
appears to cross-cut all other factors, it influences for instance education, housing and health 
opportunities. As previously mentioned, Chandler and Lalonde linked inversely the relationship between 
self-determination and suicide among First Nations, and initiatives that result in indigenous peoples taking 
control over their communities generally lead to a much more positive outcomes.  
 
Inuit increasingly develop various Inuit specific initiatives and solutions e.g. healing strategies addressing 
the legacy of residential schools and its intergenerational impact, Elders counselling and land-based 
healing. The activities on the land (e.g. traditional harvesting) are considered critical for physical, mental, 
emotional and spiritual wellbeing of Inuit (Cameron, 2011; NTI, 2008)  
 
The National Inuit Youth Council and ITK are active in suicide prevention. The National Inuit Youth Suicide 
Prevention Framework indicates challenges in terms of funding and training, as well as identifies factors 
                                                 
7 Experience in Nunavik has shown that traditional Inuit maternity centers can dramatically reduce Inuit use of hospitals and medevacs while gaining 
stronger health results for infants and mothers (George, 2006 cited in NTI, 2008:32). 
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that contribute to the wellbeing of Inuit communities, including healthy lifestyle education, spiritual 
renewal, Inuit knowledge, traditional actives and practices, economic development, and anticolonial 
activities. At the same time, they emphasize community ownership and empowerment to develop their 
own healing strategies (Cameron, 2011:25).  
 
Concluding reflections 
It is increasingly recognized that not only social and economic factors but also cultural continuity and 
attachment to the land are important health determinants in indigenous context. Traditional activities on 
the land are strongly associated with self-rated health. It is clear that a more comprehensive Inuit-specific 
framework needs to be developed to gain a better understanding of determinants of Inuit health in order 
to improve health outcomes (Waldram et al. 2006). 
Tagalik (2010:5) states that ill health derives ´´from a fundamental breakdown in the conditions that 
support health, either physical, socio-cultural, economic or mental. In the case of postcolonial trauma, all of 
these conditions became broken for Inuit populations.´´ Traditionally, for Inuit intergenerational proximity 
and communication was of critical importance, and therefore through restoring these relationships and 
role of Elders - the health and wellbeing of Inuit communities may improve (ibid, Cameron, 2011). 
  
Inuit community-based initiatives and programs reflect Inuit approach, and they require more recognition, 
support and funding. They constitute a major strength of Nunavut health system - a system, which is widely 
spread out, fragmented, logistically challenged, and strongly dependent on southern hospitals and doctors 
(NTI, 2008). As NLCA, Article 32 indicates, there must be more Inuit health professionals trained to fill 
health position, and Inuit communities must be actively involved in the development of more holistic and 
inclusive Inuit health care. 
 
Lastly, it is imperative to recognize the huge diversity of indigenous experiences and ´´many indigenous 
peoples find current biomedical services and approaches to be ‘culturally appropriate’ and preferable to so-
called traditional services´´ (Waldram et al. 2006:296).  While Inuit are utilizing the past as a source of Inuit 
philosophy and knowledge, which is reflected in IQ-based policies, it may lead to the construction of 
essentialist image of Inuit culture and knowledge. Searles argues, that IQ-based policies do not ''transcend 
dichotomies based on ethnicity or cultural knowledge'' and may marginalize and alienate urban Inuit that 
chose education and lifestyle that may appear in opposition to IQ (2006:99).  
Smith (2012) however emphasizes, that the idealized pre-colonial past constitutes a powerful symbolic 
practice and political tool for self-determination. One may argue that Inuit past is powerful symbol, 
however Inuit knowledge and culture are not considered static but adapting and evolving. Therefore, rather 
than striving to recreate the past, Inuit aim to incorporate aspects of their knowledge and culture into the 
modern settings (such as health care system), in order to shape the social and political landscape to be 
more conducive to Inuit wellbeing. However, health strategy even though culturally sensitive, perhaps 
needs to be inclusive and oriented toward ever evolving contemporary Inuit communities rather than 
strictly focused on cultural distinctiveness.  
 
Chapter 6: Conclusion 
“Self-determination cuts through factors relating to human well-being as without control over one’s life it is 
clear that all other aspects and life itself will be at risk” (Boyer cited in ITK, 2014:21)  
The current health and wellbeing of Inuit communities is affected by both present and past circumstances. 
Therefore, health strategy needs to recognize that health inequalities are entrenched within a complex 
Inuit history. It needs to recognize the significance of cultural connections in Inuit life and the way it 
contribute to physical, mental, emotional and spiritual wellbeing of Inuit. Inuit wish to improve their overall 
wellbeing, from Inuit holistic perspective, not just in terms of disease rates and statistical indicators (NTI, 
2008; Tagalik, 2010, Cameron, 2011:11). 
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It is evident that the one-fits-all western approaches and culturally non-responsive health system 
perpetuate colonial experiences, institutional domination and social injustice. A more appropriate strategy 
should be Inuit-specific and Inuit-led, and thus lead to less alienating heath care experiences. It must 
recognize interconnectedness of health determinants over the life course and across Inuit context and 
history that resulted in the contemporary outcomes. Policy and research should be reoriented towards the 
social, spiritual, economic and political needs of Inuit communities. Capacity building, and community 
engagement is necessary to ameliorate structural barriers of health care system in Nunavut.  
The analysis conducted in this project indicate that in order to reduce health inequality in indigenous 
context, it is necessary to recognize and address the inequalities in the social determinants of poor health 
outcomes, stemming from colonial past. The individual and cumulative effects of unfavorable social 
determinants of health are reflected in diminished physical, mental, emotional and spiritual wellbeing and 
health experienced by Inuit population. Various health problems throughout the life course are associated 
with many diverse determinants, including low socio-economic conditions. This supports the argument that 
health initiatives need to adopt holistic, social determinants approach, as they should not be implemented 
in isolation from the social and economic dimensions (Reading & Wien, 2009; Waldram et al. 2006). 
Furthermore, in order to examine health inequality in Inuit context in a more meaningful way, it appears 
that more culturally relevant and comprehensive determinants and indicators need to be identified, as the 
conventional statistical measures do not capture aspects of Inuit life.  
 
The project emphasizes colonialism, social exclusion and loss of self-determination as critical determinants 
within which other determinants are constructed. As Tagalig (2010) emphasizes, it imperative to recognize 
that ´´the need for healing from the colonial past and re-establishing the sense of cultural place and 
belonging are foundational to all health improvements´´. This must be reflected stronger in policy and 
health initiatives.  
In this context, pursue of Inuit self-determination in health as well as in broader sense is particularly 
meaningful and reflects a positive step toward Inuit wellbeing. A social health determinants framework 
highlights how “individuals, communities and nations that experience inequalities in the social 
determinants of health not only carry an additional burden of health problems, but they are often 
restricted from access to resources that might ameliorate problems” (Reading & Wien 2009:2). 
As an important link to self-determination it is imperative to note that Inuit not only began to develop 
culturally appropriate health care services but are also increasingly involved in research, training and 
education, which provides possibilities for informing policy (Waldram et al. 2006). This is of huge 
importance as it empowers Inuit through setting the health agenda, and knowledge generation. This 
development unsettles colonial dynamics, as knowledge is a powerful tool.  
The colonial process resulted in unequal distribution of resources, political power and control which 
ultimately shapes Inuit health and wellbeing. Without more equitable distribution of the determinants of 
health, Inuit cannot realize health potential comparable with non-indigenous Canadians (Reading & Wien, 
2009:22-23). Health policies and change in institutional structures are necessary, however the top-down 
initiatives need to be complemented by grassroots, bottom-up initiatives, in order to transform health care 
toward a one that is more conducive to Inuit wellbeing.   
The project emphasizes Inuit active efforts directed toward reclaiming control over the heath care and 
decolonizing from predominantly Eurocentric to Inuit worldview. With assimilationist policy western 
knowledge, western scholars and health professionals had the voice of authority. However Inuit knowledge 
is increasingly recognized and respected also by previously colonizing government.  
However, critical engagement with ´postcolonial´ contexts and focus on how institutions legitimate 
knowledge is necessary in order to recognize and transform oppressing social structures that shape 
indigenous experiences and wellbeing. Western biomedical concepts of health and disease are 
undeniably associated with authority and power. Conventional, Canadian-derived indicators and 
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categories informed policy and health delivery, while Inuit health care approaches were suppressed and 
undermined (Waldram et al 2006).  
The health strategy needs go beyond the binary understanding and to recognize that Inuit traditional 
health approaches and biomedical health systems are not two contradicting, mutually exclusive dimensions 
but they can complement one another in order to improve Inuit wellbeing. Through the deconstruction of 
essentialist and binary understandings of knowledge and culture, Inuit health care can be reoriented 
towards community. Health care as a collective, community experience, is more compatible with Inuit 
worldview and perhaps can be more constructive and inclusive than focusing on cultural difference.  
Inuit history reflects high level of resilience and adaptability, which were crucial for the survival in harsh 
and changing Arctic environment. Inuit knowledge, culture, language and identity is not static but evolving 
and adapting. Furthermore, t is not the cultural and social change in itself that has devastating results, but 
the loss of control over their own lives through colonization process. As Dybbroe (1996:50) emphasises 
‘’not the perceived loss of ‘culture’, but the loss of self-determination in its widest sense, resulting from the 
process of foreign hegemony, is what threatens Inuit identity today’’. 
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